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DISCUSSION
Dr Daniel F. Fisher (Chattanooga, Tenn). This article repre-
sents another innovative idea from our friends in Greenville. Dr
Cull and associates have come up with a new spin on an old theme.
Over an 8-year time span, 50 patients were offered a through-knee
amputation, known to many as a knee disarticulation, with an 82%
healing rate. For those of you who have tried a classic knee
disarticulation, youmight have found disappointing results with an
80% failure rate. This has certainly been my experience. I have,
therefore, given up on the old technique except in selective pa-
tients who need amputation for neuropathic states such as paraple-
gia and spina bifida.
Dr. Cull offers three modifications, which I think we have to
acknowledge:
(1) Equal flaps rather than a long anterior flap;
(2) Resection of the femoral condyles; and
(3) Removal of the patella.
It would seem that his three modifications result in a swing
from an 80% failure rate with the classic technique to an 80%
success rate with the modified Greenville technique. If the rest of
us at this meeting can duplicate these results, I think this makes this
paper one of the most enlightening and important papers at this
meeting. My only question is this: Is there any patient who should
not have this amputation if it is otherwise indicated?
Dr Cull. Obviously, this is a very carefully select group of
patients. Over the time period of this study, we did 450 above knee
amputations. Therefore, one out of nine patients who were candi-
dates for above knee amputation underwent through-knee ampu-
tation instead. We prefer the below the knee amputation even a
short below-knee amputation to the through-knee amputation.
When I first came to Greenville 10 years ago, the through-knee
amputation was already being done by my partners. I was as
shocked by this concept as you are because we just did below-knee
or above-knee amputations where I trained and in the Air Force. It
caused me to go back over the history of the through-knee ampu-
tation, and to my surprise, I found that the healing rates for
through-knee amputation in vascular patients reported in the
literature ranges between 70% and 80%, which is similar to that
reported for below-knee amputation. The modification of shaving
the condyles is not new. It was reported by Mazet in the 1960s.
However, back then, it was considered harmful to shave the
condyles because it would result in increased pressure over the
stump, and this would ultimately result in wound breakdown
problems. Furthermore it was felt that the condyles were necessary
to lock the stump into the prosthesis and improve rotational
stability of the prosthesis. Therefore, theMazet modification never
took off. So patients with a through-knee amputation were left
with a bulbous stump, which had prosthetic problems of its own.
Therefore, the operation was abandoned by vascular surgeons
in the United States. The most remarkable aspect of our paper is
not the wound healing rate. It is that over the last 40 years,
prosthesis technology has improved dramatically. Now, we have an
old operation combined with new technology, which really makes
a difference in the quality of life of these patients’ lives. That is the
message that we are really trying to get out.
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